myotonia obtainable at usual sites. Definite sluggishness in relaxing muscles. E.C.G. normal.
Family history.-Mother (2) has myopathic facies with receding hair and mechanical myotonia in tongue and calf. She has failing vision in the left eye, ? cause.
A maternal aunt (1) died aged 11 years suffering from mental deficiency and cataract.
Another maternal aunt has poor vision which has not been investigated (see Family Tree B). DISCUSSION In both of these families the condition was undiagnosed for many years with the result that the unfortunate sufferers had usually been dubbed either lazy or naughty, especially since the myotonia is aggravated if the patients are harassed.
Nomenclature.-In the classical accounts of myotonia three separate conditions are described:
(a) Myotonia congenita or Thomsen's disease is a familial complaint often appearing in early childhood in which, myotonia with muscular pseudo-hypertrophy is the only symptom. (b) Dystrophia myotonica is also a familial complaint but it does not usually appear until adolescence, although cases as young as 2 and 3 years have been described. The myotonia is usually less marked and is uncommon in the lower limbs. It is accompanied by muscle wasting particularly of the facial, sternomastoid, forearm and thenar muscles. There are also a number of very important associated conditions. These include: Cataract; fronto-parietal baldness; cardiac changes (P-R interval prolonged); genital atrophy; mental and social deterioration.
(c) Paramyotonia is a condition in which myotonia occurs only in cold weather. According to some authorities, notably Maas and Paterson (1939) , however, these three conditions are all part of one disease. They state that cases of myotonia congenita if examined carefully and followed up adequately can always be shown to possess some of the characteristic features of dystrophia myotonica. On the other hand Thomasen (1948) in a review of myotonia in Denmark found five families comprising 29 myotonics whom he considered showed no evidence of dystrophia myotonica.
Our cases would seem to support Maas and Paterson. Superficially they would appear to be suffering from myotonia congenita and the age of onset would tend to confirm this diagnosis. However, two of the children show slight wasting of the thenar muscles while in both families there is evidence which is very suggestive of dystrophia myotonica.
The matter is of importance as regards prognosis. It is usually stated that dystrophia myotonica carries a grave prognosis and in Denmark it is recommended that sufferers from this complaint should be sterilized. However, if it is accepted that Family A above are, in fact, suffering from dystrophia myotonica it will be seen that the prognosis is not necessarily as grave as is sometimes supposed.
Past illnesses.-Aged 2 years: whooping cough. Aged 7 years: Intermittent bouts of diarrheea for about six months. Watery yellow stools without blood or mucus. Attacks seemed to be precipitated by excitement. (No attacks for past two years.) A blood-count at the time was said to have shown a slight anaemia.
Personal history.-Appears to have developed normally; intelligent boy. Present illness.-Always pale. Early this year became more than usually pale and developed a non-productive cough and some pyrexia. No acute dyspncea or cyanosis. X-ray on 4.2.49 showed mottled opacities at both bases and the left mid-zone (Fig. 1). (Sanatorium treatment suggested.) Aftcr six weeks made a seemingly good recovery and was sent to boarding school in Sussex. FicG. 1. 4.2.49 FIG. 2. 25.10.49 Middle of August 1949 began to get breathless on exertion. On return-to school in first week of September noticed to be unduly pale. No cough. No bleeding. Put to bed and had slight pyrexia which subsided after a few days. Blood examination showed considerable aniemia, and X-ray on 20.9.49 showed a fine reticulation at both bases. Admitted to Guy's Hospital on 20.9.49. On examination.-Well-nourished, pale, ginger-haired boy, with freckles. Mediumpitce systolic murmur heard all over priecordium, persistent in all phases of re~spiration and with change of posture. Pulse 90 regular. B.P. 110/70. Tip of spleen palpabl'e. Liver 11 f.b. below costal margin. Other systems N.A.D.
Chest X-rays.-4. 10.49: Fine reticulation at both bases. 21.10.49: Mottled opacities appearing at the bases. 25.10.49: Marked increase in basal opacities (Fig. 2) 
